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ABSTRACT 

The experience of consultants in a pediatric hospital 
indicates that ^Lnfant failure to thrive is almost always associated 
with strain in^the relationships of the* infant 1 s caregivers. \ 
Consequently, 4 non1*raditional r long-term, home-based, and 
family-centered model of evaltfettion and treatment of failure to 
thrive has been developed which involves family members in assessing 
how family influences disrupt nurturance and which engages family 
members in ongoing therapeutic work i Interventionals directed toward 
containmeirt of family relationship- problems/ employment of more 
adaptive ^ress management, and restructuring of the child 1 s 
nurturing context. To assess the effectiveness of the family-centered 
intervention, comparisons are being made between^putcomes of two 
alternate .approaches to intervention: " a parent- cent ere.d approach 
focusing on the major caretaker and an advocacy approach ^involving 
short-term support and indirect treatment. Infants are assessed at 
six-month intervals on intellectual development, £lay behavior, 
attachment, and language competence. Additionally, monthly home 
observations are being made of pai^ent-chfld interaction. Preliminary * 
follow-up data for sm^ll samples 6f predominantly- low- income families 
with^ttfants at 1 year of age, reve^^improved weight gain, 
maintenance of intellectual abilit^s, and, in comparison to prior 
studies,* more positive attachment behavior. Analyses of data fltow 
being collected are expected to show that the f amily-ceptered 
approach to intervention results in longer lasting gains in infants 1 
developmental and psychosocial competence. (Autiior/fiH) ; 



***********************V***V* ********************** ******^ ************ 

* Reproductions supplied by EDRS axe the best that can be ,made * 

* < t ( from the ' original document. * 
************* **** *** * ******** ******** ********************************** 



US. DEPARTMENT OF EDUCATION 



FAMILY CENTERED INTERVENTION WITH -INFANT FAILURE TO THRIVE 
national institute of EEtfl^TioN Dennis Drotar , Ph.D. * 

EDUCATIONAL RESOURCES INFORMATION . » 

X* CENTER IERICI ^ ' /t / 

Th« document has been ^bdoce<j as , f Case Reserve' University ^ 

recervf-d from the person or organization ^ ^ •» \ * « - 

oogmatmgit * V 

M.ngr changes have been made to 'mprdve * SchoOl Of Medicine^ * 

reproduce quality * t 

— » . , ♦ 0 

• Po>nts of ^»ew or op»n*oo$ stated mthfsdocu 

ment do not necessary Represent oMtctal N1E Presentation .as part of Symposium 



pos<tK>n or poi»cy 



"Infant Failure to Thrive:' New Empirical and Clinical Directions 

£— j at Annual Meeting of the 

vO 



American Psychological Association 



Los Angeles, California 

' O 

<"M ' August 1981 

CD 

Ll) . . ^» • * 

, „ , K • "PERMISSION TO REPRODUCE THIS 

J * MATERIAL HAS BEEN GRANTED BY 



TO THE EDUCATIONAL RESOURCES 
INFORMATION CENTER (ERIC) " 



CO 



9 

ERIC 



•• 4 



• • i~,*k that* failure to thrive is associated 

Although it has long been recogn^ed that 

uav in which the family context . 
,«„,i,lg>, level of lntr.fa.Ulal *tress,.t»e wa, i» * _ 

fences * davelopment - ontco.e ofWc^o. -J - . ' 

i u « - ^-r- Ti T • 

* ' - /« • Mflinne Meeray & Dennstedt, 198l». urow 

/' j • „ Kart review (Drotar, Malone, wegioj 

/retrospective chart rev*. ( ^ . 

MUone.lo press) indicate f-U» — « .« «»*» , . 

. , „ intervention following pediatric 

based psychosocial treatment planning or interventi 

^Jw. ...... »• r - ,1 . 

. "•"-i '•r.rir::,: zx. — ■ . 

a nd developmental gains made by tenure 

, ined 1. their home settings, Judging fro. available long 
are not always sustained in. their n 

' ast. « e high incidence of learning, behavior, and 

term outcome data whicn aouuiu 

M - in school-aged children. who present with failure to 
relationship problems in schooi ag 

• - i. 7 1Q77 . nrotar. Malone & Negray, 1979}. 
thrive as infants (Buxton* Gate*, 1977, Drotar, y / 

torive <is . ,,/ to thrive infants, 

' To better understand- the toll, relationships of failure , 
' ' V ed i^aess^ent and intervention with over fifty failnre to 

uelhave now engaged in assessor 

le infants .'both hospital and ho. settings over the past fivers, 
rhtive infants ^ _ t and 6truct re 

. U u mttr K we have found striding vat, 

• * • ! indicates *at the infant's falinre to thrive .Uostv 
our experience strongly indicates tna _ m „ fllc f t o * 

, ' family relationship- strain, ranging fro- severe conflict 
always signals a family «;« , _ 

• • Infant's parenting partners, that is Mtwe 

emotional isolation, among the infant » . . ^ 

the infants' mother and a person of primer,^""— . 

' 'rherfor other member of the emended family. 

, ?t her. mother* «f ^ ^ paretfts . 

relationship, problems interact witn 

• „„rturlng histories t, disrupt their capaci f ies to protect the^nt 



nurturing* from life stress. Ironifcally, as in oth^r psychosomatic conditions, 
these severe relationship problems are often minimized, denied^, dr avoided by ' * 
family members, and .localized in the child, a. defensive strategy which places* 

V » > 

' the origins as well as avenues for positive change outside the sphere of 

* i . 

family influence,- By the time the failure to thrive infant is admitted to» the 

hospital, the infant may be labeled as sick or small and be isolated from 

.family caregivers, as poof nutrition and stimulation take their progressive 

toll* 'Clinically, one is struck? with the contrast between the compelling 

nature of the child's nutritional deficits^ and the parents 1 seeming obliviousnefc 

to the chitd's emotional needs and concern with We infants organic condition. 

\ , * 

We 'have, learned ^° construe the apparent lack of emotional cotjnectibn between 

mother and child which isr often observed initially during the hospitalization, 

as a*part of broader patterns of family disconnection* A* in infants such as 

Jesse, a young infant whose parents rarely talk to^one another. Jesse's mother 

feels unsupported and dominated by her husband. * In .many ways, the mother's 

relationship with Jesse mirrors the isolated interactions with her husband. 

• v . • \ 

She cannot talk to Jesse or read his signals. * > * ' r 



* In keeping with observations that the infant's failure to thrive is so 
often associated with family relationship difficulties, we have developed a* 
f amily-dentered mode! of evaluation and treatment of failure to thrive which 
involves family members in. assessment of how family influences disrupt the 
^child's nurturing and engages ^fami^y members in ongoing therapeutic; work 
, directed toward containment of family relationship pro'blems," more adaptive 
stress management/ and restructuring of *the •child's nurturing context. this 
■model of family centered care of ' failure to thrive^ represents a significant * 
depart v ence from traditional care patterns in a numbfer of important ways. • 

/irst, as soon as it seems clear fhat environmental fadtors'are involved in 
the infant '8 difficulties, parents , are *given the ciear message that family 



are routed * * - *" members a e • • 

. . , message _ ^ coupled ^ . 

th e resolution of too pro*- *i. . , ^ . _ 

often NIP. counts the parents Mention MM • • 

*' .ho ^taeeVfor them join with us in mte 
impaired and sets tee ste g e rf ^ere to 

hospitalisation. Bovever. es .an, - -* _ ^ ^ _ 

r «. tHil attest, the engagement f>hase 01 
, hrive infants will .« ^ „ f ^ 

diffi cult of all, as many parents strugg ^ 
• - a'* in order to maintain their system intact. Mo 

^ ^ demandB of chil dren, 

r eality problems, such as transportation, 

contribute « the difficulty^ engaging parents. Parents, 
at home, can contribute " - 

«4~l in the hospital mileu, where it is ye y 
• i Via markedly intensified in tne r ; 
can also be marKeaiy , v t ^ ir 

nc-ltive treatment environment. Parents . 

T r « « ~.. 

Ration, and history -4. t.ese.aies es ee 

the hospital, it is very easy for th pa iofluenc e.- | 

, they mn accomplished outside the sphere of fs-lly . 
.suit hecause the, . ^ „ ^ 

. . ^ initial approac, .to parent ^ ^ ^ 

„nrries and frustrations. Since m 
M °" r ° S ' " ? ' . ue „ a£ ford to wait on . 8 atherin g .' 1 

„i C h the ta.il, ^r see tft. to co-e , « can 

^ , hn« the problem began until the pare 

• • ^ 7 Col .St .Portent principles . ha,e ■ 

. teu shM us themsel^ ~ ^ ^ „ 

le .rnsd(in our «rV concerns the necess 

■ families of failure td thrive infents ar * i 

■ h osplteli«etion, partly *cause *« «• - 1 j 
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Vthe'coUnlty, and also' o«ing to tHe difficulty of integrating hospUa! 
based' resources vith co^nit, £,oilitias|( D rdta r o .Malona, in press). Another- 
.innovative aspect of bur approaeh is' that the treatment is centered in the . 
Wl, ho*e. We believe that this arduous method, of treatment is Justified on 
A. basis of the seriousness and chronicity of the infant's problem. -*ich.ie 
.definite -threat to'«he child's long-y *W and" development and^ because 
„an, disadvantaged >lghl*' s'tressed families cannot manage ^ticlpation-ln 
clinic has* treatment, <*r home based crescent visitation, approach allows 
th e opportunity for observations of family transaction *lch constitute the 
tOT aerials fot intervention and provide an avenue for a uni,se understanding 
of the family structures and organisation associated vith failure to thrive. 
4. flavor of this treatment ia sho m in the ,'olloving clinical example «I- 
• from the pilot phase of our work. 
* 

Like a number of children in our sample Randy a two , 

fivin^W oor S sVti two^es ,\nd Randy.s aunt who . . 
V ten g vis?ted with her three children *ring Randy s 
■ hospitalization, we caught a gliase of how the availabll 7 
- so many .'adult caretakers turned out to be a major * 

01 w . f 111pa ^ith the^tresses of Randy s 

.disorganized, and filled witnjne* attention 

i,-tviwc each of. whom clamored for their morner a « 
, .siblings, eacn <w. w» structural terns, Randy was 

.like so- many hungry birds. In structural ^ , fc 



,%that he* would be cured by the professionals, a scenario 'that 
was repeated a number of times. One important message, that 
framed our early intervention with this family was that Randy 
was nojj iphysically vulnerable Vind could be cared for 
adaptivSiy by the family but only if they worked with us to 
maKe changes. We searched for a way of organizing Randy's 
/ cafe and attachments and decided to restructure the nurturing 

context by reinforcing Randy's mother and grandmother as a 
major unit of collaboration and -deemphasizlng participation of 
Randy's aunt. We learned that Randy's mother and aunt., who 
had been -sharing his care, had long b^en in conflict. As . 
\ mother and grandmother became more of a unit, it was possible 
to construct .a calmer more adaptive nurturing network. Meal 
times were^ reorganized to include two adults/ mother apd 
• grandmother working in tandem. The grandmother was .encouraged 
1 to take on the formidable task of* feeding Randy's 18 month old 
sister who had a history of undiagnosed failure to thrive and 
fras very demanding. Another , longer-term goal was to 
centralize Randy's mother as his major caretaker, which proved 
po be quite difficult owing to her ambivalence^and anxiety. 
However, slowly she began 'to relate fcSre positively to, him. 
As Randy began to want his mother and no, one else, his great . * % * 
grandmother supported this by refusing to take "him in times of / * 
stress and by comments such as "he loves you and no tfn£ else"\ ; 
Over the course of an 15 month period, important changed in 
th£ family system were reflected in Randy's Increased weight % 
gain, average cognitive t development and secure attachment 
behavior.. » 

/ 

We are now assessing the efficacy of a family centered intervention, 

* *» - i # 

compared to two alternative patterns, a parent-cen£ered focused on the major 

caretaker, and -an advocacy approach involving^short t^rm support and indirect 

treatment. The structuring of these interventions are shown in 'the -following 

slide: (Insert slide 1) Our infants are followed at six month intervals in 
i 

comprehensive outcome assessment including Intellectual development, play 
behavior, attachment, languageO^petence, and with monthly home observations 
of parent-child interaction as shown on the following slide (Insert slide 2) . 
Since we are only in our second year of the project, our numbers are as^yet 
too kmall to provide any^data broken down by treatment group. However, slide 
3 shows descriptive data concerning thirty three families. : Although family 
structures and size are variable, impoverished families are 
over represented. The next slide shows preliminary "follow up' outcome data* 
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age age one year concerning physical growth on a small sample of 13. .(Insert 
s>ide 4) > Although the numbers are much too small to allow any firm conclusions, 
you will note JLmproved weight g^in from the opset of the* study. The intellectual 
abilities of our high risk sample, as measured by the Bay ley Scale, (Barley, 
1969) is shown on the next slide (slide ' 5) have been inaintained. Another 
part of our battery involves attachment behavior as measured by the Srouf e-Waters 
^adaptation of the Ainsworth separation ^reunion situation (Srouf e & Waters 
-19/7) which is. shown in the following slide (Slide 6). Although this finding 
is .difficult to evaluate without a comparison' group, this is a much more 
positive outcome concerning attachment* behavior than prior studies of this 
population (Gordon and Jameson 1979) 4 

Since our outcome assessment is still 1 very muchf in the preliminary stages, 
firm conclusions concerning the, effects of different intervention plans cannot" 
be made. However, owing to the fact that a family centered approach- Includes 
multiple family members in treatment caretakers, each of whom can exert an 
important direct effect on the child, a«fi indirectly as a support for the 
mother, we believe that the family oriented approach should result in longer 

tasting gains in developmental and psychosocial competence. Our work t indicates 

\ 

that a home based family centered approach has unrecognized potential as a 
treatment modality for infant mental health problems which occur in disadvantaged, 
hard to reach families.. Subsequent reports will provide a more detailed 
explication of this model of intervention^nd evaluation of this model through 
comprehensive study of outcome. * ' ♦ " 
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FIGURE 1: STRUCTURE OF I NTERVENTIONS 
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Bayley Scale 

Language • * . . 
Attachment behavior ] 
Syipbolic Play * 
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Baj^y Scale 
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Time interval .since beginning of treatment 
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Bayley Scale 
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FAMILY CHARACTERISTICS 
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GROWTH.. PARAMETERS 
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BAYLEY MENTAL DEVELOPMENT INDEX ' 

. MEAN MDI at OUTSET 
MEAN MDI at. 11 'MONTH FOLLOW-UP 
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